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Preface

The reproductive health of adolescents is an area designated in need of special
attention in USAID’s statement of objectives, approach, and program priorities in
reproductive health (May 1994):

recognition of the special needs of adolescents...[is] critical to the
implementation of reproductive health programs and deservel[s]
priority attention.

This report collects and summatrizes information on the reproductive behavior of
adolescent women in the major regions of the developing world. Combining informa-
tion for all countries from the Census Bureau’s International Data Base with information
from demographic surveys, this report identifies key trends and patterns that will
assist policymakers, program directors, and specialists in making appropriate and
effective decisions.

Although the report was not planned as a complement to the growing body of work
on adolescent reproductive behavior in developed countries (see, for example, United
Nations 1988a; Jones et al. 1986; The Alan Guttmacher Institute 1994; as well as
WHO 1989a and 1989b, which draw heavily on available data from more developed
countries), it should also contribute to our understanding of the commonalities in ado-
lescent reproductive behavior, contraceptive use, and fertility trends worldwide.






Overview

About 15 million babies are born
to adolescent mothers each year.
These are high-risk births from the
perspective of the health of both
mother and child. They are also
high-cost births when the asso-
ciated negative effects on the
quality of life and role of women in
society are considered. About 8 in
every 10 of these babies are born
in the developing countries of Asia,
Africa, and Latin America. And
about 13 percent of all children
born in developing countries are
born to teenage mothers.

If present trends continue, about
325 million births to adolescents will
occur in the developing world over
the next quarter of a century. Other
adolescent reproductive health
problems — including pregnancy-
related morbidity, sexually transmit-
ted diseases (including HIV/AIDS),
and unsafe abortion — are also
expected to persist, though their
levels over the coming 25 years
are difficult to estimate.

The extent to which specific adoles-
cent reproductive behavior patterns
are considered problematic varies
from society to society. In some
societies, including a number in
Africa and Asia, early marriage and
childbearing are strongly supported.
Unfortunately, the health implica-
tions of pregnancy and childbirth for
adolescent women and for babies
born to women in this age group
are no less a matter of concern
than in more rapidly changing, less
supportive societies. Reproductive
health is a particular concern in the
case of early adolescent pregnancy
and childbearing; i.e., where the
mother is age 17 or younger rather
than age 18 or 19.

Survey data from 56 countries have
been assembled in this report to
describe recent trends in adoles-
cent reproductive behavior and the
correlates of that behavior. Four
key determinants of adolescent
fertility are considered: residence,
female educational attainment, age
at marriage, and contraceptive use.
Residence and female educational
attainment have repeatedly been
shown to be related to the supply
and demand for children, to fertility
intentions, or to fertility itself. How-
ever, the influence of these vari-
ables is generally considered to be
indirect, operating through other
variables referred to in the literature
as intermediate (or proximate) de-
terminants of fertility. Age at mar-
riage and contraceptive use, the
other two causal variables consid-
ered in this study, are proximate
determinants of fertility. Empirical
relationships between childbearing
and both types of causal variables
are also reported for the countries
of Asia, Africa, and Latin America.

The principal findings of the report:

= Most developing countries for
which survey data exist have
experienced some decline in
adolescent fertility during the
past 10 to 15 years. The largest
declines have been in the coun-
tries of Asia, the Near East, and
North Africa; the smallest, in
Sub-Saharan Africa. Many of
the countries of Latin America
and the Caribbean, which had
the lowest adolescent fertility in
the developing world in the early
1970’s, now have higher rates
than some countries in Asia, the
Near East, and North Africa.

= Although the number of births
per 1,000 women ages 15 to 19

has declined and will continue to
fall during the coming 25 years,
the growing numbers of young
women in Sub-Saharan Africa
(the result of past high fertility in
this region) mean there will be
roughly a 23 percent increase in
teenage births in Sub-Saharan
Africa during the 1995-2020
period. Absolute numbers of
births to teenage mothers will
fall in the rest of the developing
world, most noticeably in the
more developed countries of La-
tin America and the Caribbean.

Countries with the highest early
adolescent fertility in the 1990's
are also countries with higher
overall adolescent fertility and
higher infant mortality rates.
There is no reason to expect
these relationships to change in
the coming years.

Declines in adolescent fertility
have tended to exceed those of
women in the prime reproduc-
tive years in the same countries
during the past 10 to 15 years.

Which regions and which coun-
tries within the developing world
have higher adolescent birth
rates is likely to be related to
patterns of urbanization and the
growth of educational enroll-
ments over the next 25 years.

At present, about 24 percent of
rural women in the developing
world begin childbearing in their
teenage years versus about 16
percent of urban women. This,
and the continuing trend toward
urbanization in the developing
world, imply that adolescent
fertility will continue to fall during
the remainder of the 1990's.

Demographic and Health Sur-
veys (DHS) data collected in the
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late 1980's and early 1990’s
show that the average propor-
tion of women who begin child-
bearing during their teenage
years among those with secon-
dary or higher education is
about 30 percent of that for
women with no education.
Even a primary education is
associated with significantly
later initiation of childbearing —
the mean proportion of young
women with primary schooling
who begin childbearing as ado-
lescents is about 60 percent

of that of women with no
schooling.

Over the past 20 years, both pri-
mary and secondary female en-
rollment ratios (ER’s) have risen
substantially in most developing
countries. However, ER’s also
fell in a number of low-income
countries including, in particular,
African countries during the
1980’s. This suggests that in
some countries a powerful factor
behind past declines in adoles-
cent fertility may be less sup-
portive of further declines during
the next decade.

Of the two proximate determi-
nants of adolescent fertility con-
sidered in this report, the timing
of marriage has been the more
important in determining adoles-
cent fertility (as opposed to the
overall, or completed, fertility of
women) since the early 1970'’s.

Once married, adolescent
women living in Africa, Asia, and
Latin America begin their repro-
ductive lives with relatively low
reliance on contraception. And
when they do use contraception
to delay or limit their childbear-
ing, they may use less efficient
methods than do older women.

Actual use of family planning is
generally considered a function
of motivation and access to
family planning services, regard-
less of the age group involved.
The data extracted from DHS
reports and presented here
confirm the fact that access

is related to use but is not a
sufficient condition for use.

Data presented in this report
indicate that the use of modern
methods of family planning by
adolescent women has risen in
most, but not all, countries of the
developing world during the past
10 to 15 years.

At the same time, approximately
13 million teenage women living
in developing countries have un-
met need for family planning.

In many Asian, African, and
Latin American countries,

30 percent or more of married
adolescent women wish to delay
or limit childbearing but are not
currently using contraception.

Limited data from the Demo-
graphic and Health Surveys
program suggest that there may
be some additional unmet need
attributable to sexually active,
unmarried teenagers who are
not using any means of con-
traception.

These statistics represent both
a challenge and an opportunity
for the governments of the
developing world to improve
the reproductive health of their
adolescent populations.
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Introduction

The 1994 International Conference
on Population and Development
represents a milestone in drawing
attention to the reproductive health
needs of the populations of both
more developed and less developed
nations. The Cairo Program of
Action’s chapter on reproductive
rights acknowledges the need to ur-
gently address the well-documented
maternal and infant health problems
of high-risk pregnancies (United
Nations 1994b). However, it goes
beyond the previous World Popula-
tion Plan of Action in specifically un-
derscoring the need to contend with
the adolescent reproductive health
issues of unplanned pregnancies,
sexually transmitted disease, and
unsafe abortion.

This report contributes to the infor-
mation base upon which policy and
programmatic decisionmaking takes
place by bringing together survey
data collected over the past 25
years to show how adolescent re-
productive behavior has changed
and to quantify current levels and
regional variation in factors affect-
ing teenage fertility. The report also
suggests the magnitude of the chal-
lenge to improve adolescent repro-
ductive health facing the nations of
the developing world during the
coming 25 years.

This report specifically focuses on
the reproductive activity of women
15 to 19 years of age living in the
developing world, together with the
correlates and determinants of that

behavior.l Special attention is
given to trends in their fertility,
because of its high-risk nature, and
to regional variations in the proxi-
mate determinants of that fertility.
This kind of information is potential-
ly useful to decisionmakers and
others concerned with progress in
developing countries. While all
countries face economic and social
burdens because of adolescent
childbearing and/or the other ado-
lescent reproductive health con-
cerns mentioned, these burdens
weigh more heavily on developing
countries, which have fewer re-
sources with which to respond.

1 The term “adolescence” is variously
defined in studies like this one as “the state
or process of growing up,” “the period of
life from puberty to maturity,” and “the peri-
od of transition from childhood to adult-
hood, [encompassing] both the develop-
ment to sexual maturity, and to psychologi-
cal and relative economic independence”
(United Nations 1988a, IPPF 1994:5). The
age range implied by such description is
obviously imprecise. Operational definitions
vary. The United Nations (1987, 1988a,
1989) chose to look at the reproductive
behavior of teenagers; i.e., those in the age
range 13-19, in its work on this subject.
Bledsoe and Cohen (1993), the Population
Reference Bureau in its use of Demograph-
ic and Health Surveys data (1992; Yinger
et al. 1992), and the World Health Orga-
nization’s (1989a, 1989b) work, The Health
of Youth, focus on the age range 15 to 19.
Studies of “youth” tend to address a broad-
er and somewhat older age group -—
young people ages 15 to 24.

Throughout this report, the term “ado-
lescent” refers to women ages 15 to 19.
Statements about “teenagers” and “teen-
age” behavior refer to the broader age
range 13-19 (as an approximation of the
post-puberty population under age 20), but
as a practical matter most teenage repro-
ductive behavior tends to occur in the age
range 15 to 19 in most populations.

The “Problem” of
Adolescent Fertility

The adverse effects of teenage
sexual behavior, pregnancy, and
childbearing are generally well
documented:

=  Young women are more likely
than more mature women to
suffer pregnancy-related com-
plications that endanger their
lives or lead to infertility.
Teenage pregnancies are more
likely to end in delayed or ob-
structed labor; ruptures in the
birth canal; and associated
death of mother, infant, or
both. These risks are greater
if prenatal care is inadequate
(United Nations 1989:83-105).

Limited data suggest that mater-
nal mortality rates for women
ages 15-19 may be up to double
those of women in their twenties
and early thirties (World Health
Organization 1989a,b).

= Adolescent pregnancies are
more likely to be associated with
low birth weight, prematurity,
birth injuries, stillbirth, and infant
mortality (Bledsoe and Cohen
1993:5; WHO 1989b:5).

= Younger, unmarried women are
more likely than older, married
women to consider late, unsafe
abortions as an alternative to
carrying a pregnancy to term
(Kirby and Cromer 1994:11;
Bledsoe and Cohen 1993:6; cf.
WHO 1989h:7).



= Unmarried, sexually active
adolescents are subject to
greater risks of infection with
sexually transmitted diseases
(including HIV/AIDS in a grow-
ing number of countries) than
are married women.

Apart from the health risks,
adolescent childbearing and the
conditions associated with it are
fundamental factors determining
the quality of life and role of women
in a society.

= Untimely pregnancy can force
young women to discontinue
their education, reducing their
employment options later in life.

= Health problems, lack of
education, and the responsibili-
ties of parenthood combine to
further restrict women’s future
economic opportunities and
career choices.

= In some societies, both mothers
and children may suffer social
ostracism when teenage births
take place outside marriage.

The implications for society include
the immediate costs of addressing
the health problems. But the longer
term costs may be even greater, if
less amenable to measurement.

= The investment made in

women'’s education may not

be fully realized once young
women are forced to withdraw
from further schooling. The
potential economic and the non-
economic contributions of a
large component of society will
be limited as these young moth-
ers are forced to devote them-
selves to child care and rearing.

As Nafis Sadik, Executive
Director, United Nations
Population Fund (UNFPA), has
put it: “... adolescent fertility
worldwide continues to be a
roadblock to girls’ and women’s
educational achievement, their
status, and their full participation
in society.” 2

= Finally, national efforts to limit
population growth will suffer, not
just because of the early child-
bearing by these women, but
because childbearing at early
ages tends to be associated
with higher fertility over women’s
reproductive lives. Rapid popu-
lation growth represents a chal-
lenge to nations in terms of pro-
viding education, health
services, and employment for its
people now and in the future.

These are the “problems” of teen-
age sexual activity, pregnancy, and
childbearing documented over and
over in the literature. However, the
extent to which adolescent repro-
ductive behavior is considered
problematic varies from society to
society within the developing world.
And for this reason, it is useful to
begin with a shared understanding
of the commonalities involved. We
borrow here from Bledsoe and
Cohen (1993:7-9), who distinguish
between two “configurations” of
adolescent fertility and the different
problems associated with them.

In some societies, including a num-
ber in Africa and Asia, marriage
during the adolescent years is
strongly supported. Married adoles-
cents, often rural-resident, have their

2 Cited in Kirby and Cromer (1994:10).

first births at a very young age, but
this in itself is not considered by
society to be a problem. The real
problems stem from the physiologi-
cal immaturity of the young mother.
In other societies, unmarried adoles-
cents, possibly urban-resident but in
any case part of rapidly changing
societies, face a wider range of
problems associated with sexual
activity, pregnancy, and childbirth.
These include the same negative
health consequences of early preg-
nancy faced by the first group of
young women, but also the higher
risks of sexually transmitted dis-
eases and abortion and reduced ed-
ucational and economic prospects.

The health and social welfare litera-
ture gives somewhat more attention
to teenage pregnancy among un-
married, urban-resident schoolgirls
than to childbirth within marriage to
women ages 15-19. But it is impor-
tant to bear in mind that the prob-
lem of adolescent fertility is, in fact,
a general problem because (1) the
health concerns cited apply equally
to both groups; (2) the issue of
women’s status and economic par-
ticipation is taking on increasing im-
portance, even where early mar-
riage is sanctioned; and (3) rapid
population growth is, again, a chal-
lenge to many developing nations.
It is for this reason that the focus of
this report is on the reproductive
behavior and, in particular, the fertil-
ity of women ages 15-19 rather
than being confined to the specific
problems of unmarried adolescents.



Framework

Variations in observed levels of
adolescent fertility over time and
across populations are a function of
a set of intermediate, or “proxi-
mate,” determinants; specifically,

= exposure to sexual intercourse
and the timing and predomi-
nance of marriage, and

= contraceptive use rates and
abortion rates.

However, data availability dictates a
focus on marriage and contracep-
tive use in this report.

Beyond the proximate determi-
nants, adolescent fertility is also a
function, indirectly, of significant
and complex underlying changes
ongoing in developing societies.
Some of these changes are re-
flected in evolving patterns of resi-
dence — urban versus rural — as
well as general improvements in lit-
eracy or the educational attainment
of young men and women them-
selves (figure 1).3

3 Figure 1 is not meant to be a full
framework for explaining fertility cross-
nationally, or even a full listing of proximate
determinants in the same way that the
frameworks proposed by Davis and Blake
(1956) and Bongaarts (1978, 1982) are. A
number of the intermediate determinants of
fertility given in these well known frame-
works are not listed here because they are
of lesser importance to adolescent fertility.
Age at first intercourse and frequency of
premarital sexual relations, which receive
little attention in the Kingsley-Blake and
Bongaarts discussions but are recognized
as proximate determinants of fertility in
many of the Demographic and Health Sur-
veys final country reports, are listed in fig-
ure 1 because these variables are particu-
larly relevant to the frequency of adoles-
cent pregnancy and childbearing. In addi-
tion, more attention is given in this report to
some determinants of fertility than to oth-
ers, generally for reasons having to do with
data availability.

Figure 1.

The Framework for Discussion of the Factors Associated
With Adolescent Fertility Change in This Report

Proximate
determinants

Exposure to intercourse

Socioeconomic = Extent of premarital Adolescent
and environmental sexual intercourse | | pregnancy
variables = Time of first and fertility
= Literacy marriage/union
) = Frequency of

= Education = intercourse Infant and
=  Female within marriage maternal

employment Exposure to > | morbidity and
» Residence childbearing mortality

= Contraception
= Abortion

The ordering of the information pre-
sented in this report follows this dis-
tinction between proximate and un-
derlying factors.

The Contribution of
This Report

This report uses information from
the Demographic and Health Sur-
vey (DHS) program carried out by
Macro International, Inc. from 1984
to the present; the World Fertility
Survey (WFS) program overseen
by the International Statistical Insti-
tute during the 1970’s and early
1980’s; and the family health and
contraceptive prevalence surveys
carried out by the Centers for Dis-
ease Control (CDC) since 1985.
Combining data from these three
sources allows us to identify major
trends in adolescent reproductive
behavior and the correlates of

that behavior.

Data are available for 56 countries
representing over three-fourths of
the developing world’s population
(excluding China). The countries
covered are grouped in this report
into three major regions and repre-
sent a sizeable percentage (shown
in parentheses) of the total 1995
population of each region:

= Sub-Saharan Africa (SSA —
63 percent)

= Asia, Near East, and North
Africa (ANENA — 81 percent,
excluding China and Japan)

= Latin America and the Caribbe-
an (LAC — 82 percent)

The countries are listed in table 1,
along with the years for which sur-
vey data are available.
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Table 1.
Surveys Used in Thi s Report

Centers for

Centers for

Demographic World Disease Demographic World Disease
and Health Fertility Control and Health Fertility Control
Region/country Surveys Surveys Surveys Region/country Surveys Surveys Surveys
SUB-SAHARAN AFRICA (SSA) LATIN AMERICA/CARIBBEAN (LAC)
Botswana.................... 1988 Belize ... 1991
Burkina ..................... 1993 Bolivia .................... 1989
Burundi ..................... 1987 1994
Cameroon ................... 1991, 1978 Brazil
Cote d'lvoire ............................... 1980/1981 Total country ............... 1986
Ghana ..................... 1988........ 1979/1980 Northeast ... ... .. .. 1991
--------------------- 1993 Colombia .................... 1986............... 1976
Kenya ... 1989........ 1977/1978 | 1990
PR EIEEREERE IR 1993 COStA RICA ... 1976 ..o 1986
Liberia ................... 1986 1993
Madagascar ................ 1992 Dominican Republic ........ 1986............... 1975
Malawi ..................... 92 1991
Mali 1987 Ecuador ..................... 1987........ 1979/1980 ............... 1989
MauritiuS .. ... 1985 El Salvador .. ... 1985 1988
----------------------------------------------------------------- 1991 e ....19983
“_amlbla """"""""""" iggg Guatemala .................. 1987
IG8F GUYANA ... e 1975
Nigeria ..................... 1990........ 1981/1982 Haiti 1977 1989
Rwanda ................... 1992 JAMAICA ... oo 1975/1976 ............... 1989
Senegal ..................... 1986............... 1978 1093
lllllllllllllll 1992/1993 _
Sudan (Northern) ..... 1989/1990 . ... .. 1978/1979 ’,‘\I/'i?;f: NN 1987 1976/1977 1992/1993
Tanzania............... 1991/1992 Panamga """""""""""""""""""""" 1977 """ 1084
Togo iggg Paraguay .................... 1990............... 1979 ... 1987
Uganda ............ 1988/1989 Peru ... 1986........ 1977/1978
S IR 1991/1992
Zambia ..................... 1992 Trinidad and Tob 1987 1977
Zimbabwe .. 1088 rinidad and Tobago ....... 1987 ...............
ASIA/NEAR EAST/NORTH AFRICA (ANENA)
Bangladesh ........... 1993/1994........ 1975/1976
Egypt ... 1988............... 1980
..................... 1992
India
Total country ......... 1992/1993
Uttar Pradesh (UP) . 1992/1993
Indonesia
Total country ............... 1991
BaliandJava .............. 1987 ............... 1976
Jordan ..................... 1990............... 1976
Morocco ..................... 1987 ............... 1980
..................... 1992
Pakistan ............... 1990/1991........ 1974/1975
Philippines................... 1993............... 1978
SouthKorea.....................cooooiiiiiiii 1974
SriLanka .................... 1987 ............... 1975
SYHa . 1978
Thailand ..................... 1987 ... 1975
Tunisia ..................... 1988............... 1978
Turkey ... 1993, 1978 ... 1988
Yemen (Sana’a) ...... 1991/1992............... 1979

Note: Data were available from World Fertility Surveys for Benin, Lesotho, Mauritania, and Venezuela. However, since this was the only information available and
therefore not current, it is not used in this report. In addition, the World Fertility Surveys in Costa Rica and in Panama did not collect data for adolescent females, the
DHS report for Nepal has not been published, and survey data from a survey for Grenada conducted by the Centers for Disease Control are not available. Only limited
use of data for these countries has been made in this report for these reasons. Finally, only the Uttar Pradesh State report and the preliminary (Introductory) national
report were available for India when this report was written, and data presented in the charts and appendix tables of the report reflect this limitation.



The Magnitude of the Problem

The magnitude of the problem of
adolescent fertility in the developing
world can best be understood in
terms of (1) the size of the adoles-
cent cohort; (2) regional adolescent
birth rates and the adverse effects
of teenage sexual behavior, preg-
nancy, and childbearing specific

to each region; and (3) the growth
in numbers of adolescent women,
numbers of births, and associated
problems over the next quarter
century.

The Adolescent Cohort
and Its Children

There are some 254 million women
ages 15-19 (hereafter, “adoles-
cents”) alive in 1995, and about 2 in
every 3, or 164 million, live in Africa,
Asia, the Near East, or Latin Ameri-
ca and the Caribbean (figure 2 and
appendix table 1). These numbers
are projected to increase during the
next quarter century. The size of
the adolescent cohort will grow by
over 60 million, to 315 million young
women, by the year 2020, and near-
ly all of this growth will occur in
these three regions. Sub-Saharan
Africa alone will account for half of
the increase. By the end of the next
25 years, the number of adolescent
women living in the “remaining
world” will actually have declined by
about 7 million persons. Nearly 3 in
every 4 adolescent women will then
be living in Asia, Africa, the Near
East, and Latin America.

Projected numbers of births to ado-
lescents, in contrast, will decrease
slightly over the course of the next
25 years, from 15.3 million annually
to approximately 15.0 million. (Data
are from appendix table 2). Num-
bers of adolescent births should fall

by about 10 percent of the 1995
value in Asia, the Near East, and
North Africa; by 40 percent in the
relatively more developed countries
of Latin America and the Caribbean;
and by a smaller amount in the rest
of the world. However, approxi-
mately one million more births will
occur each year to teenage mothers
in Sub-Saharan Africa. This repre-
sents a 23 percent increase in teen-
age births in this region during the
1995-2020 period.

The number of adolescent births in
each region of the world is a func-
tion of the number of women ages
15 to 19 and the number of births
per 1,000 women in this age range
that occur each year — the age-
specific fertility rate (ASFR). Sub-
Saharan African ASFR’s are gener-
ally higher than those for countries
in other regions of the world (appen-
dix table 3); the composite regional
value is over twice that of the other
developing regions. In addition, the
fertility of young women in Africa is
expected to remain well above that
of adolescent women in other parts
of the developing world through
2020 (appendix table 2). This helps
explain why a growing proportion of
adolescent births will occur in Sub-
Saharan Africa over the 1995-2020
period even though more adoles-
cent women live in Asia, the Near
East, and North Africa. Adolescent
fertility for the table 1 countries as
estimated by the U.S. Bureau of the
Census are shown in figure 3.4
Countries with high fertility (ASFR’s
of 150 births per 1,000 women or
more) and moderately high fertility
(ASFR's in the 125-t0-149 range)

4 Data are in appendix table 3.

are predominantly Sub-Saharan
African.

Figure 2.
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Figure 3.
Adolescent Fertility Rates: 1995

Map not available at this time.
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Associated Health Problems

The presumed adverse health and
social effects, as well as the macro-
level costs, of a possible 15 million
teenage hirths each year for the
next 25 years are difficult to
quantify. Obviously, much depends
on whether governments initiate or
expand programs addressing ado-
lescent reproductive health educa-
tion, information, and care; whether
educational and employment op-
portunities are available to women
in the same way they are available
to men; and whether young moth-
ers will be able to take advantage
of these opportunities.

The effects will be greatest in those
countries with higher proportions of
adolescent births to younger moth-
ers (i.e., ages 15-17) compared to
older adolescents (ages 18-19).
The countries with the highest
levels of adolescent age-specific
fertility currently also tend to be the
countries with the highest rates of
early adolescent fertility. Data
taken from 24 Demographic and
Health Surveys conducted in the
early 1990's show a close relation-
ship between proportion of women
who by age 17 have had one or
more births and overall adolescent
fertility (figure 4).
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The health risks of adolescent
sexual activity, pregnancy, and
childbearing are well-documented:

= |nfant mortality rates (IMR’s) are
generally significantly higher for
babies born to adolescent moth-

ers than for infants born to
women in their twenties or thir-
ties. Births to teenage mothers

are subject to higher risks of low

birth weight and complications
associated with delivery result-
ing in higher mortality. Data
from DHS and CDC surveys

conducted in the late 1980’s and
early 1990’s indicate that IMR’s

for younger women are higher

than those for women in the age

group 20-29 by as much as 80
percent (figure 5 and appendix
table 6, column 4).

Infant mortality differentials for
children born to adolescent
mothers vis-a-vis older women

vary from country to country and

from region to region. The dif-

ferences are also larger in a rel-
ative sense where the absolute
IMR levels are now lower, as in

Latin America, Asia, the
Near East, and North Africa.

A child born to an adolescent

mother in Sub-Saharan Africa is
more likely to die in infancy than

in any of the other regions.

However, because infant mortal-
ity is relatively high at all mater-

nal ages in this region (infant
mortality rates of 150 infant

deaths per 1,000 births or high-

er are found in the region (ap-
pendix table 6, columns 2 and

3)), Sub-Saharan Africa has the

Figure 5.
Infant Mortality Rate by Age of Mother
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Figure 6.
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lowest average relative risk® of
dying in the first year of life as-
sociated with early motherhood.

5 Relative risks shown in appendix
table 6, column 4, are simply the ratios of
(1) IMR for babies born to mothers ages
15-19 to (2) the rate for mothers ages
20-29. A rate in excess of 1.0 indicates that
babies born to adolescent mothers are sub-
ject to a higher risk than are those born to
women ages 20-29.

The relative risk of early child-
bearing is in excess of 1.5ina
few countries in each of the
three regions, but the highest
relative differentials are in
countries in ANENA (Morocco
1.82, Turkey 1.6) and in LAC
(Dominican Republic 1.77, EI
Salvador 1.69, Paraguay 1.79);
i.e., for regions and, for LAC, in
countries where infant mortality
rates are comparatively low.

This suggests that adolescent
infant mortality continues to be a
problem even in those countries
that have enjoyed some suc-
cess in bringing down their
IMR’s overall.

These data also reflect the

fact that, because of the
differences in mix of causes in-
volved (the higher incidence of
low birthweight births and birth
complications associated with
teenage pregnancies), it is easier
to reduce infant mortality for
older women than for teenage
mothers.

Infant mortality is highest in
those countries with the largest
proportions of early teenage
births. When DHS data on
adolescent pregnancy and child-
bearing from surveys fielded in
the late 1980's and early 1990’s
are combined with mortality fig-
ures from the International Data
Base of the Bureau of the Cen-
sus, the data show that, in gen-
eral, the higher the percentage
of women who have a first birth
by age 17, the higher the infant
mortality rate for teenage
mothers (figure 6).
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The risk of maternal death is
also greater for adolescent
women than it is for more
mature women. The difference
in risk is greatest in generally
high mortality populations
(Ethiopia, Bangladesh, Nigeria,
for example); less, in more ad-
vanced developing countries like
Argentina and Brazil (figure 7).

Sexually transmitted diseases
(STD’s) are considered a seri-
ous and growing problem asso-
ciated with teenage sexual activ-
ity worldwide (United Nations
1994b:50). The Population Ref-
erence Bureau and the Center
for Population Options (1994)
have estimated that as many as
1 in 20 adolescents contracts an
STD each year.

The concern about adolescent
exposure to STD’s is heightened
because of the spread of the
HIV/AIDS epidemic. About half
of all HIV infections affect
individuals under age 25 (WHO
1989c). And seroprevalence
data from studies of pregnant
women for a number of African
populations taken from the HIV/
AIDS Surveillance Database of
the Bureau of the Census sug-
gest that between 40 and 50
percent of the under-25 infec-
tions of young women, on aver-
age, occur to those in the age
group 15 to 19 (figure 8).

Figure 7.
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Figure 8.
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Figure 9.
Trends in Adolescent Fertility Rates

Mid-1970Q’s to early 1980's
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Trends in Adolescent Fertility:
Past and Future

The first two elements defining the
magnitude of the problem associat-
ed with adolescent reproductive
behavior in the developing world —
the present size of the adolescent
cohort and some of the implications
of adolescent sexual activity, preg-
nancy, and childbearing — were the
subject of the first two parts of this
section. The third element has to
do with foreseeable changes in the
extent of that behavior, including
increases in adolescent pregnan-
cies and births, during the next

25 years.

Data from the World Fertility Survey
studies in the late 1970’s and early
1980’s, and from surveys undertak-
en by the DHS program and Cen-
ters for Disease Control in the late
1980's and early 1990’s provide

a unique historical time series for
studying the fertility of women ages
15 to 19 over this period.

Figure 9 shows estimates of ado-
lescent age-specific fertility for peri-
ods immediately preceding surveys
conducted in the two time periods.
Taken at face value, the data indi-
cate that rates of childbearing
among adolescents appear to have
declined between the mid-1970’s
and the early 1990’s in nearly all
countries for which data for two
time periods are available.

Seeming anomalies, such as the
apparent intersurvey increases in
adolescent fertility in Haiti and
Paraguay (third panel of figure 9),
may be real, or not. These com-
parisons, like others based on un-
adjusted, published numbers taken
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from two or more sources could be
affected by differences in survey
methodology or sample variation.

Retrospective birth history data
from multiple surveys carried out in
some countries and from single sur-
veys in others provide partial time
series for adolescent age-specific
fertility and an arguably better basis
for inferring trends.® The results of
an inspection of birth history data
for 32 countries are classified ac-
cording to strength of evidence of
fertility decline in table 2. For the
majority of countries, there is at
least some evidence, and for a few
countries rather strong evidence, of
a decline in adolescent ASFR’s
since the 1970's. In a few cases,
these data undercut conclusions
that would be drawn from compari-
sons of adolescent ASFR's taken
from two surveys. For example,
Paraguay’s birth history data sug-
gest that adolescent fertility has
probably not risen, as was implied
in figure 9, but has instead re-
mained relatively flat during the
past two decades.

6 The birth history approach provides
estimates for several dates prior to the sur-
vey date. For countries having two or more
surveys with birth histories, a long series of
data points is formed by combining esti-
mates corresponding to several dates prior
to each survey. For those countries where
only one survey with birth histories is avail-
able, the derived trend in fertility is based
on data points for a shorter period; specifi-
cally, three dates prior to the survey date.
(Estimates too far back from the survey
date are less reliable due to recall problems
and are not used.) Four countries — Ban-
gladesh, Haiti, Mauritius, and Jamaica -—
are not presented because birth history
data for these countries either were not col-
lected or were not available to us.

Table 2.

Countries Grouped by Strength of Evidence
of Declining Adolescent Fertility
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When all the data are considered
together, the conclusion is compel-
ling that most developing countries
have experienced some decline in
adolescent fertility during the past
10 to 15 years. Moreover, the data
suggest that this statement can be
applied to a number of countries in
Africa, as well as to countries in the
other two regions.

The general trend in teenage
fertility has differed from region
to region.

» Sub-Saharan Africa. The fertility
of women ages 15 to 19 in Sub-
Saharan Africa has been and
continues to be higher than in
any other world region. Sixteen
of the 22 countries with survey
data for two or more dates had
adolescent fertility rates of over
150 births per 1,000 women

during the mid-1970’s to early
1980's period. Adolescent
ASFR’s declined at a moderate
pace in most countries through
the mid-1980's to early 1990’s,
and five countries recorded
impressive declines of over 30
percent in adolescent fertility.

Asia, the Near East, and North
Africa. The largest declines in
fertility over the past 10-15
years are found in the countries
of Asia, the Near East, and
North Africa, largely due to
rising age at marriage. In the
mid-1970’s, this region had high
fertility rates (in some cases as
high as those in Sub-Saharan
Africa) but recent adolescent
fertility has been comparable

to that found in developed
countries such as the United
States or Canada.

Latin America and the Caribbe-
an. Adolescent fertility in Latin
America and the Caribbean
countries declined only slightly
during the past 10-20 years.
Although most countries in the
region have shown some
decline, none of the countries
considered here have fallen
below 50 births per 1,000 ado-
lescent women and most have
ASFR’s above 75. It is worth
noting that during the earlier
period most countries in the
region had lower adolescent
fertility rates than the countries
in Asia, the Near East, and
North Africa. Now, because of
the slower decline, some of the
region’s countries have higher
rates than countries in Asia, the
Near East, and North Africa.
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The recent decline in adolescent
fertility reflects a broader decline in
fertility that has occurred in many
developing countries during the
past 10-15 years, but the fall in
adolescent fertility has tended to
exceed the changes in other age
groups. The decreases in teenage
age-specific fertility, where they
have occurred, have generally sur-
passed fertility declines in the prime
reproductive years (ages 20-34)
(figure 10 and appendix table 5).

This pattern is consistent with later
marriage, which would affect the
younger group more than the older
group and which other evidence (in-
cluding data presented on page 30)
suggests is occurring in many
countries. However, greater decline
in fertility among adolescents is by
Nno means an invariable pattern
across countries, reflecting the fact
that the causes of fertility decline
during the past decade have not
been limited to changes in age

at marriage.

Figure 10.

Percent Change in Fertility , Age Groups 15-19 and
20-34: Mid-1970’s to Early 1980’ s Versus

Mid-1980’s to Early 1990’ s
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Table 3.

Regional Levels of Adolescent Fertility in 1995

Region

ASFR (15-19)

Asia, the Near East, and North Africa
Sub-Saharan Africa

Latin America and the Caribbean
Remaining world

World total

66
143
60
25

60

Source: Appendix table 3. Figures are for all countries of the region, not just for those for which survey

data exist.

After varying amounts of change
during the past 10-15 years, with
some changes positive rather than
negative, adolescent fertility in
Sub-Saharan Africa remains far
higher in 1995 than in the other
developing regions distinguished
here (table 3). Adolescent fertility in
each of these regions is consider-
ably in excess of that in the remain-
ing countries of the world.

The adolescent age-specific fertility
rates prevailing in 1995 are the

result of the changes in fertility

that have taken place since the
1970's and the continuing relation-
ships between the proximate deter-
minants of that fertility, as well as
linkages between certain underlying
social and economic variables and
these proximate determinants, and
the ways in which both sets of
relationships have changed during
this period.

These factors are discussed in the
following four sections of the report.



16




17

Residence

Residence, female literacy and
educational attainment, and female
labor force participation are the
three socioeconomic variables most
commonly associated with differen-
tials in individual fertility and with
variations in fertility across popula-
tions (see, for example, United
Nations 1987). Evidence is
presented in this report on the
relationship between the first two
of these variables — residence
and educational attainment —

and adolescent fertility.

Data relating to the linkage be-
tween labor force participation and
fertility are not presented because
(1) that link is somewhat tenuous in
the case of women ages 15-19 — a
smaller proportion of women in this
age group are married than in other
age groups, so the group as a
whole does not face the same
choices between the workplace and
family that underlie the negative
fertility-work relationships attributed

to other age groups;”’ (2) a
significant proportion of these
women are still in school (and labor
force participation is not an immedi-
ate issue for them); and (3) DHS
cross-tabulations for adolescents
address fertility-residence and
fertility-education differentials

but not fertility-labor force
participation differentials.

Residence and Fertility

The mechanisms linking residence
to fertility may be grouped into

(1) the characteristics and prefer-
ences of individuals, which vary
with residence; and (2) place char-
acteristics.

= Part of rural-urban fertility
differentials is explained by
occupational and educational
characteristics of rural residents

7 See United Nations (1987: chapter 9)
for a discussion of theories for observed
relationships between women’s employ-
ment and fertility in developing countries.

vis-a-vis urban residents.

Urban women are more likely to
be better educated, to be work-
ing in the modern sector, or to
have modern sector employ-
ment as a foreseeable future ca-
reer option. Urban women often
earn higher incomes or live in
higher income households.

Another part of rural-urban
differentials is attributed to
locational factors that affect
aspirations, family size prefer-
ences, and the cost of fertility
regulation. Urban places
typically offer better educational
and modern sector job opportu-
nities, better health facilities,
and more access to contracep-
tive information and supplies.
Residents of urban areas also
tend to face lower social and
financial costs of fertility regula-
tion, a somewhat lower labor
value of children, and higher
out-of-pocket costs of having
and raising children.
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What the Dat a Show

Available evidence suggests that
(at least during early and intermedi-
ate fertility transition stages) urban
women have lower fertility because
they desire smaller families, marry
later, are more likely to use family
planning and may also be more
likely to use contraception more ef-
fectively. Offsetting these effects,
urban women breastfeed less often
and for shorter durations than rural-
resident women, leading to earlier
returns of ovulation following a birth
and correspondingly shorter birth
intervals (United Nations, 1987).
While these generalizations refer to
all women rather than to adolescent
women per se, data from 28 coun-
tries where DHS or CDC surveys
were conducted in the late 1980's
or early 1990’s are consistent with
the statement. With two
exceptions, the percentage of
urban-resident adolescent women
who have begun childbearing is
less than the corresponding per-
centage of rural-resident women
(figure 11 and appendix table 7).

The exceptions — Namibia and
Turkey — are in no way obviously
different from other countries inso-
far as residence-related determi-
nants of young adult fertility are
concerned. The DHS country re-
ports for these two countries show
higher urban ASFR’s than rural
ASFR’s for the 15-19 year age
group as departures from the gen-
eral pattern for the country without
further explanation.

Currently about 24 percent of

rural women in the developing
world begin childbearing in their
teenage years versus 16 percent
of urban-resident women (table 4).

Figure 11.

Percent of Adolescent W omen Who Have
Begun Childbearing by Residence
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Both percentages are higher in
Sub-Saharan Africa — 30 percent
of rural and 21 percent of urban
adolescents. The mean urban-rural
differential is lower in Asia, the Near
East, and North Africa than in the
other regions.

In general, more urbanized coun-
tries tend to have lower adolescent
fertility than nations with smaller
proportions of their populations

30 40 50
Percent

living in towns and cities. Figure 12
shows the relationship for 50 table
1 countries between urbanization
(in 1990) and age-specific fertility
(late 1980’s or early 1990's) for
women ages 15-19. The relation-
ship shown in figure 12 is negative
(indicating that more urbanized
countries do have lower adolescent
fertility), but weak. The wide
dispersion of data points about a
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Table 4.
Residence and Childbearing

Mean! percentage who
have begun childbearing?

Percentage

point

Region Rural Urban difference
Asia, Near East, and North Africa 12.3 7.7 4.6
Sub-Saharan Africa 29.8 21.0 8.8
Latin America and the Caribbean 21.2 12.4 8.7
Developing world 23.6 15.8 7.8

1 Unweighted means. Data are from DHS reports.

2 DHS defines those who have begun childbearing to include women who have already given birth

(mothers) or are pregnant with their first child.

Figure 12.

Adolescent Fertility and Urbanization: 1990

(50 countries)
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regression line fitted to these data,
particularly at lower percentages
urban, also reflects the fact that
residence by itself accounts for a
small part of country-to-country
variation in fertility. The slope of the
fitted line implies that a 1 percent-
age point increase in urbanization
is associated with about three-
tenths of a percentage point decline
in adolescent fertility.8

Trends in Urbanization
and Childbearing

Between 1990 and the year 2000,
the mean proportion of the popula-
tion living in urban areas in Asia,
the Near East, and North Africa
may be expected to increase from
around 32 percent to over 38 per-
cent. In Sub-Saharan Africa, the
urban population is projected to in-
crease from about 28 percent to
34 percent; in Latin America and
the Caribbean, from 71 to 76 per-
cent (United Nations 1995: tables
A.2 and A.3).

This trend and the negative rela-
tionships between urban residence
and adolescent childbearing noted
at both regional and country levels
in the data presented here suggest
that adolescent fertility in most
developing countries will continue
to fall during the remainder of

the 1990’s.

8 The point elasticity of ASFR with
respect to urbanization is -0.28 at the mean
level of urbanization for this group of coun-
tries.
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Education

Female educational attainment is
another important socioeconomic
variable found in numerous surveys
and studies to be associated with
variation in reproductive behavior.
More often than not, the data show
that women with more education
marry later and have lower fertility
within marriage.

Education and Fertility

Education’s effect on fertility has
been described in terms of three
causal paths (Cochrane 1979,
United Nations 1987).

= Education dampens the demand
for children. Education may di-
rectly affect desired family size
and notions about acceptable
styles of childrearing. Education
also reduces the economic utility
of children, creates aspirations
for upward mobility that are not
entirely consistent with having a
large family, and increases the
opportunity cost of women'’s
time.9 Education also increases
the earnings ability of women
which should, in principle, repre-
sent a counterbalancing “income
effect” — larger families become
more affordable as a woman’s

9 “Opportunity cost” refers to what a
woman could be doing and, implicitly, what
she could be earning if she were not devot-
ing the level of time and effort that she
does to childrearing.

contribution to household in-
come rises — but the evidence
seems to show that this effect is
overshadowed by education’s
negative effects on demand in
most contexts.

= Education has mixed effects
with respect to the supply of
children. Staying in school
longer delays entry into mar-
riage. However, in the absence
of contraception, more educa-
tion also may have a positive
effect on the supply of children
because better educated
women may breastfeed less,
and for shorter durations.

Better educated women tend
to have lower rates of infant
and child mortality, directly
contributing to the “supply” of
children but indirectly affecting
fertility in the opposite direction,
as birth intervals lengthen in
response to higher infant and
child survivorship.

= Finally, female educational at-
tainment influences the cost of
fertility regulation where the pre-
dominant methods of contracep-
tion are still female methods.
Education reduces batrriers to
the adoption of family planning,
in terms of awareness and will-
ingness to use contraception.

The sign of the composite relation-
ship between education and fertility

is indeterminate, though more
education has generally been asso-
ciated with lower fertility within and
across countries. The United Na-
tions’ analysis of World Fertility Sur-
vey data indicated that in the late
1970's and early 1980’s women
with 7 or more years of schooling
married nearly 4 years later, on av-
erage, than women with no educa-
tion (reducing adolescent and, po-
tentially, lifetime fertility). The same
women also had about 25 percent-
age points higher contraceptive use
(another fertility reducing effect)
and breastfed children 8 months
less than women with no education
(a counterbalancing effect that
could increase fertility) (United
Nations 1987:214).10

Perhaps because the individual
linkages between educational at-
tainment, age at marriage, expo-
sure to childbearing, and fertility are
so clear-cut for women ages 15 to
19, the expected relationship be-
tween female education and ado-
lescent fertility is pronounced in the
data presented here.

10 However, the same study and others
have found educational differentials in fertil-
ity to be nonmonotonically declining in a
number of less developed countries in Afri-
ca, Asia, Latin America, and Oceania even
after controlling for other variables (Coch-
rane 1979, 1983; United Nations
1985:66-71, United Nations 1987:238-244).
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What the Dat a Show

Demographic and Health Surveys
data collected in the late 1980's
and early 1990’s show that, regard-
less of the absolute level of fertility
among adolescents, the proportion
of young women who have begun
childbearing (i.e., have either given
birth or are now pregnant) among
those with secondary or higher
education is about 30 percent of
that for women with no education.
Even a primary education is associ-
ated with a significantly later onset
of childbearing — the proportion
having begun childbearing being 35
to 40 percent lower on average for
young women with primary school-
ing vis-a-vis those with none
(figure13 and appendix table 10).

Figure 13.
Adolescent Women Who Have Begun
Childbearing by Level of Education
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Figure 14. The top panel of figure 14 shows
Adolescent Fertility and Educational Attainment the relationship for 38 DHS coun-
tries between percentage of women
ages 15-19 who have at least some

Primary education primary schooling and adolescent
Age-specific fertility rate (ages 15-19)

(38 countries)

age-specific fertility.1! The bottom
panel shows the relationship for the
same countries between the per-
centage who have attended secon-
dary school or college and adoles-
cent ASFR. Both relationships are
inverse: the higher the levels of fe-
male educational enrollment in a
population, the lower the adoles-
cent fertility is in that population.
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11 Data for figure 14 are taken from

50 appendix table 9.
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Causal mechanisms relating
education and fertility are generally
assumed to include an indirect link-
age between female educational
attainment and age at first marriage
which is, in turn, associated with
the tempo of young adult pregnan-
cy and childbearing. Data from

14 World Fertility Survey countries
dating back to the late 1970's and
early 1980’s document the relation-
ship between schooling and early
adolescent marriage, which is of
particular interest because of the
special concern warranted in the
case of early adolescent pregnancy
and childbearing. Table 5 shows
that the percentage of women who
marry by age 17 is higher among
those with no schooling and for
those completing some primary
schooling than for those completing
some secondary schooling. With
some exceptions, primary schooling
is also associated with delayed

first marriage.

Table 5.

Percentage of Women Who Marry by Age 17 by Educational Level

Some Some
Country None primary secondary
Kenya ... 67.9 66.7 37.5
Jordan ... 73.5 74.1 54.5
SYHA .o 59.1 63.6 50.0
Indonesia......................... 80.7 85.3 33.3
SouthKorea ...................................... 55.6 22.0 3.1
Pakistan ... 85.6 85.7 N/A
Srilanka ... 66.7 52.3 16.7
Thailand ........................................... 47.1 40.5 0.0
Colombia.......................... 60.0 43.3 25.0
CostaRica ... 42.9 36.4 10.7
GUYANA ... 100.0 81.8 55.2
MEXICO ... 66.7 52.5 22.2
Panama ... 75.0 51.0 14.0
Peru ... 50.0 45.8 17.4
Unweightedmeans .............................. 66.5 57.2 24.3

Source: UNESCO (1983: table A.3).
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Figure 15.
Women Ages 15-19 and 45-49
With No Schooling
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Trends in Femal e Education
and Childbearing

Improvements in the educational
attainment of women have taken
place over the past 30 years in all
the countries for which survey data
are available (figure 15 and appen-
dix table 11). Percentages of
women with no schooling have fall-
en over this period, in some cases
dramatically. (See, for example,
the values for Kenya, Indonesia,
Jordan, Peru).

More than 20 percent of female
adolescents in nearly half the coun-
tries shown in figure 15 continue to
have no schooling — 5 of the 11
countries in the Asia, North Africa,
and Near East group; 12 of the 20
countries in the Sub-Saharan Africa
group; 1 of the 9 countries compris-
ing the Latin America and
Caribbean group. However, these
percentages are substantially lower
than the corresponding percent-
ages of women ages 45-49 at the
time of the surveys.
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Trends in enrollment ratios!2 for the Figure 16.

developing world, taken as a whole, Female Enrollment Ratios by W orld Region
and for 2 of the 3 regions distin-

guished in this report — Latin

America and the Caribbean, and 100
Asia, Africa, and the Near East —

.. Latin America and the Caribbean
also show marked gains in female

educational attainment. Percent- 80://7
ages of girls ages 6 to 11 and 12 to Asia

17 enrolled in school rose steadily All developing countries
from 1970 to 1990 in each region

with the exception of Sub-Saharan
Africa (figure 16 and appendix table

Ages 6-11 (primary level )
Ratio

12). During the 1980’s a number of 40 -
lower-income African countries fac- ——”\ Arab States

ing budgetary constraints, internal Sub-Saharan Africa
turmoil, or both, were unable to 20[

expand their education systems
enough to keep up with population
growth. Ghana, Liberia, Mali, and 1970 1975 1980 1985 1990
Tanzania are some of the examples

the World Bank (IBRD 1990:79)

gives in its discussion of weak- Ages 12-17 (secondary level)

nesses in progress in delivering 100 Ratio

social services in the developing

world during the 1980’s. Enrollment

ratios in Sub-Saharan Africa actual-

ly fell by larger percentages for Latin America and the Caribbean
boys than for girls during the dec-

ade (UNESCO 1991.: table 2.11).

60[
Arab States
While enrollment ratio figures are All developing countries \

subject to a variety of kinds of
errors, the fact that the recent trend
in these ratios has been downward
in the region with the highest cur-
rent adolescent fertility is disturbing.
The trend is consistent with the pro-
jected slower decline in adolescent

40

Asia

Sub-Saharan Africa
20

. . 0 I I 1
fertility and the expected higher 1970 1975 1980 1985 1990
population growth rates in Sub-
i 1S-9-Vi Source: UNESCO 1991.
Saharan AfrICE.l vis-a-vis other parts Note: UNESCO does not report regional data for the Near East or North Africa. Data for Arab
of the developing world over the States are shown in lieu of both. Data for Africa less the Arab States are shown in lieu of data for

Sub-Saharan Africa.
next 25 years.

12 An enrollment ratio is the ratio of
(1) number of students enrolled (typically,
for an age range corresponding to a
specific educational level) to (2) the
corresponding age-sex-specific population.
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Marriage

Marriage and Fertility

Marriage is the predominant con-
text for childbearing in all develop-
ing countries. Customs do vary
governing whether men and
women live together — and have
children — outside of marriage or in
consensual unions rather than in
legal marriages. The initial timing
of entry into unions and the preva-
lence and continuity of marriage
also vary from country to country.
But in spite of these variations,
most births still occur to women in
union, and this is also true for
women ages 15 to 19.

Age at marriage is of particular
interest because it marks the
transition to adulthood in many so-
cieties; the point at which certain
options in education, employment,
and participation in society are fore-
closed; and the beginning of regular
exposure to the risks of pregnancy

and childbearing. Variation in age
of entry into marriage helps explain
differences in fertility across
populations and also helps explain
trends in fertility within individual
populations over time (Adlakha

et al. 1991; Moreno 1991 for

Latin America).

The mechanisms linking age at
marriage to fertility are well known,
albeit complex, and involve other
determinants of fertility, such as
education (Henry and Piotrow
1979; Smith 1984; United Nations
1987:90):

= Delayed age at marriage directly
affects completed fertility by re-
ducing the number of years
available for childbearing.

= |n addition, populations with
later mean ages at first
marriage also tend to be more
urbanized, to have higher levels

of educational attainment, and,
more often, to use family plan-
ning within marriage. Fertility
may be lower not only because
of delayed marriage, which re-
duces the proportion of the ado-
lescent cohort that is married,
but also because marital fertility
is lower in these populations.

= Finally, later marriage permits
women to complete their
educations, build labor force
skills, and develop career inter-
ests that compete with child-
bearing within marriage. These
career interests may, in turn,
motivate women to limit family
size and/or widen the spacing
of their children.

Age at first marriage is the first

of the two proximate determinants
of teenage fertility considered in
this report.
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What the Dat a Show

Marriage is especially important in
explaining differentials in adoles-
cent fertility among countries
because contraceptive use is less
common among adolescents than
among older population subgroups.
The relationship between the pace
of marriage to age 20 and adoles-
cent age-specific fertility is illus-
trated in figure 17.13

Data from DHS and CDC surveys
conducted in the late 1980’s and
early 1990’s show that, even
though there is a general trend
towards later marriage (defined, in
order to facilitate cross-national
comparisons, to include both formal
marriage and simply living in union
with a man) throughout the devel-
oping world, teenage marriages
continue to prevail in many coun-
tries, and in Africa in particular. In
two-thirds of the Sub-Saharan Afri-
can countries represented here, at
least 1 out of every 4 women ages
15-19 is married, and nearly 60
percent of women in these coun-
tries marry by age 20.

The data underscore a strong rela-
tionship between adolescent mar-
riage and childbearing in each of
the three regions. From Asia, the
Near East, and North Africa, the
four populations with the highest
proportions married or in union by
age 20 — India (Uttar Pradesh),
Yemen, Indonesia, and Pakistan —
have 3 of the 4 highest adolescent
age-specific fertility rates. In Sub-
Saharan Africa the six populations
with the highest proportions married
have four of the highest adolescent

13 Data for this section are from appen-
dix tables 5, 13, and 14.
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Figure 18.

Percent of Adolescents Married and Giving

Birth by Age 18
(33 countries)

Percent giving birth by age 18
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ASFR’s. In Latin America and the
Caribbean, the four countries with
the highest proportions married
also include 3 of the highest 4
ASFR’s among those shown.

The principal exceptions to the rule
are Botswana and Namibia, in Sub-
Saharan Africa. Proportions of
women reported as married by age
20 are low in both countries and

unexpected given the correspond-
ing levels of fertility in these coun-
tries. In Botswana, 59 percent of
never-married women have given
birth; in Namibia, 44 percent (West-
off et al., 1994:11). This departure
from the general pattern found in
other countries is attributed to a
lengthy bridewealth process, the
decline of polygyny, gender equality
in rights to property (Botswana), the
displacement of population associ-
ated with the struggle for indepen-
dence (Namibia), and high levels of
labor migration in both countries
(Westoff, Ibid.).

Data from the World Fertility
Survey show that early adolescent
fertility — together with its health
risks and its negative connotations
in terms of personal development
for women— is strongly associated
with early adolescent marriage.
Figure 18 shows that those coun-
tries with high proportions of young
women married by age 18 also
have high proportions of first births
by age 18.
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Trends in Adolescent
Marriage and Childbearing

Regardless of current levels, pro-
portions of teenage women marry-
ing are declining in most countries,
including Sub-Saharan Africa.
Figure 19 shows the percentage of
women from two age groups (20-24
and 35-39) who reported being
married by age 20. A comparison
of these percentages provides
evidence of the trend in teenage
marriages over approximately a
15-year period.

With few exceptions, smaller
proportions of the younger cohorts
of women report being married
when they were adolescents than
do older women from the same
populations. The differences are
somewhat smaller for Latin America
and the Caribbean, but the same
general trend is evident for all

three regions.

Given the strong relationship be-
tween adolescent fertility and age
at marriage in the populations cov-
ered here and the clear trend to-
ward somewhat later ages at mar-
riage, it would appear that evolving
patterns of timing of first marriage
are directly responsible for some of
the reduction in teenage childbear-
ing in these same countries.

Unfortunately, comparable data
are not available to tell us whether
or not the decline in proportions
married by age 20 has been
matched by a shift from early to
late adolescent entry into unions
and childbearing.

Figure 19.

Percent of Women Who Married Before
Age 20 for W omen Ages 20-24 and
35-39 at Time of Survey
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Contraceptive Use

Contraceptive Use
and Fertility

Contraceptive use is a second key
proximate determinant of adoles-
cent fertility, though accumulated
evidence indicates that the use of
family planning by women in this
age group is less important a deter-
minant of their fertility than age at
entry into union.14

Maternal and child health and fami-
ly planning programs have now
been implemented in virtually all
developing countries to make con-
traceptive information and services
available to couples wishing to con-
trol their childbearing. Programs
designed to motivate and inform
couples interested in planning their
families, as well as programs aimed
at making services more accessible
to couples, represent important
tools of government and private
sector agencies concerned with

14 gee, for example, United Nations
(1987:178), UNESCAP (1987:296), UN-
ECLAC (1987:320), Farid (1987:347,352).

improving maternal and child health
in these countries.

Since the late 1960's, general im-
provements in public acceptance of
women'’s rights in the area of fertility
limitation and the expansion of gov-
ernment services to underserved
populations have been associated
with significant increases in the use
of contraception by women in all
age groups. These trends have
been more pronounced in parts of
Asia and Latin America, and less
obvious in Sub-Saharan Africa.
However, the extent to which con-
traceptive use rather than rising
age at marriage has been signifi-
cant in determining declines in fer-
tility rates has varied from country
to country. In addition, the impacts
of changes in the distribution of the
population, growing female literacy
and enrollment ratios, and im-
proved labor force opportunities for
women on changes in motivation
and actual use of contraception
have also varied from country to
country (see, for example, Coch-
rane and Guilkey (1991, 1992)).

Actual use of contraception among
adolescents (as among other age
groups) may be considered a func-
tion of (1) interest or motivation in
delaying, spacing, or limiting child-
bearing within a population, and

(2) the accessibility of contraceptive
services to that population. Effec-
tive access may, in turn, be defined
in terms of:

= awareness or knowledge of
sources of family planning infor-
mation and other services;

= proximity to one or more
sources of those services; and

= the extent to which other
constraints exist that limit utiliza-
tion of those services. Such
constraints may include the cost
of contraception, social barriers,
and the quality of services avail-
able (a function of the availabil-
ity of medical personnel, facility
operating procedures, motiva-
tion of staff, adequacy of sup-
plies, and other factors not de-
pendent on proximity. See
Lewis and Novak 1980:243).
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What the Dat a Show

Contraceptive prevalence is rela-
tively low among adolescent
women, and standard errors of sur-
vey statistics relating to prevalence
are correspondingly relatively larger
than for some other kinds of data.
This being so, the reader should
recognize the limitations of the con-
clusions drawn in this section of the
report. This is particularly true of
conclusions about (1) trends in ado-
lescent contraceptive use, which
rely on data from two or more sur-
veys, each with its own sampling
(and nonsampling) errors, and

(2) prevalence among adolescent
subgroups. With this word of
caution in mind, let us turn now to
the data, beginning with the rela-
tionship between contraceptive
prevalence and fertility among
married adolescent women.

Adolescents and Contraceptive Use:
A Sensitive Issue

Interpreting and analyzing contraceptive use data, especially among
teenagers, presents some difficulties. Most international comparisons
of contraceptive use focus on the activities of married women. Be-
cause the customs governing marriage and the formation of marriage-
like unions vary from country to country, the definition of a union equiv-
alent to marriage may vary from study to study. However, it often in-
cludes some form of consensual union (as has been true for both the
WEFS and DHS programs). The real difficulty arises not from the defini-
tion of marriage but from the sensitivity of questioning unmarried teens
about their family planning practices and, by implication, their sexual
activities. Surveys in some countries (primarily Asia and the Near
East) have not asked unmarried women about family planning
practices, so that data are available only for ever-married women.

Even where questions have been asked, sample sizes from the World
Fertility Survey program and the Demographic and Health Surveys
program are too small to permit full and separate analysis of each
country’s prevalence rates among married and unmarried teenagers.

This report presents data for all adolescent women, both currently mar-
ried and never married. However, most of the discussion in this sec-
tion on contraceptive use refers only to currently married adolescent
women because doing so allows comparison of results across more
countries.

Some data on unmarried women are introduced on pages 40-42 be-
cause these women comprise a significant portion of adolescent users
of contraception in many countries.
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The empirica | association

with fertility . A cross-national
comparison of percentages of cur-
rently married women ages 15-19
using contraception and age-specif-
ic fertility data from surveys con-
ducted in the late 1980’s and early
1990’s (figure 20) fails to show the
kind of clear relationship expected
for populations comprised of all
women of reproductive age taken
together. If the expected inverse
relationship shows up at all in these
data, it is for the countries making
up the Latin America and Caribbe-
an group. But even here the rela-
tionship is at best weak. In short,
during the past decade, like the de-
cade before, contraceptive use has
not been the dominant proximate
determinant of fertility for women in
the age range 15to 19. Age at
marriage is the telling factor in de-
termining exposure to pregnancy
and childbearing for adolescent
women.

Prevalence . Proportions of mar-
ried adolescent women using any
method of family planning, modern
or traditional, are generally low, but
with sizeable intraregional and in-
terregional variation.1® In some
countries (Brazil, Costa Rica, Ja-
maica, Mauritius, and Thailand, for
example), more than 40 percent of
married adolescent women are
using some kind of contraception.
However, at the other end of the

15The discussion and figures in this
section of the report, and appendix tables
15 and 16 (which are the basis for much
of the discussion), distinguish modern from
traditional methods of contraception.
Modern methods include the pill, condom,
intra—uterine device (IUD), injection, im-
plants, vaginal methods (including foam,
jelly, diaphragm), female sterilization, and
male sterilization (vasectomy). Traditional
methods include the periodic abstinence/
rhythm method, withdrawal, and folk meth-
ods.
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spectrum, in quite a few countries,
mostly in Sub-Saharan Africa, con-
traceptive use by married women
ages 15 to 19 is below 10 percent.
For 12 of the 22 Sub-Saharan Afri-
can countries listed in appendix
table 15, the most recent survey fig-
ure on contraceptive prevalence is
below 10 percent.

For modern methods, the median
levels of contraceptive use in the
regions, taking the most recent esti-
mate available for each country,
are:

Region Percent
SSA 21
ANENA ... 9.7
LAC........... 22.6

Levels of contraceptive use among
married women in the 15-19 age
group, regardless of region, are low
relative to levels of use among old-
er women (ages 20-49 years, figure
21 and appendix tables 15 and 16).
This is hardly surprising. Adoles-
cent women are young, at the be-
ginning of their reproductive lives
and, once married, often are under
social pressures to have children.

Method mix. Married adolescents
use contraception less frequently
than older women (as noted), and
when they do use family planning
to delay, space, or limit childbear-
ing, they may use less efficient
methods. Though figure 21 and
appendix tables 15 and 16 show
that age-specific differences in
method mix are generally small,
where there do seem to be sizeable
within-country differences — as

in Senegal and Tanzania in SSA;
India, Jordan, and Yemen in
ANENA; and Guatemala in LAC —
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Figure 22a.

Use of Contraception by Knowledge of
Source of Modern Method

(30 countries)

Percent of married women ages 15-19
using a modern method
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Figure 22b.
Use of Contraception by Proximity to
Nearest Source
(23 countries)
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these consistently point to use
of less effective methods by
adolescent women.

Access . Knowledge of family
planning methods, knowledge of a
source of a method or of a modern
method, proximity to or density of
sources, and the financial cost of
contraception are alternative indica-
tors of effective “access” to family
planning in a population. Relation-
ships between these kinds of vari-
ables and levels of current use of
modern contraception across popu-
lations suggest how resources de-
voted to family health services
might be more efficiently utilized, at
least for this particular age group.

Three measures of access are
used here (figures 22a,b,c):

(1) percent of married women ages
15-19 knowing a source for a mod-
ern method of contraception (taken
from appendix table 17); (2) percent
of women ages 15 to 49 who say
they are within 30 minutes travel
time of a source for a modern
method (a proxy for proximity for
married women ages 15-19); and
(3) the cost of an annual supply of
oral contraceptives as a percentage
of gross national product per capita
(from appendix table 18). The cost
of oral contraceptives is used be-
cause young couples, who are
more interested in delaying the start
of childbearing or in spacing the
births of their children, tend to use
oral contraceptives more often than
other methods (appendix table 15;
United Nations 1987: 151-157).

The data, from DHS surveys under-
taken in the late 1980’s and early
1990’s, show that:

= The relationship between con-
traceptive use (of any modern



38

method) and knowledge is posi-
tive: countries with higher per-
centages of married adolescent
women knowing a source of a
modern method are more likely
to have higher levels of contra-
ceptive use in this age group.
However, as figure 22a shows,
the relationship is more curvilin-
ear than linear,16 reconfirming
evidence from numerous
sources on the relationships be-
tween motivation, contraceptive
knowledge, and actual use:
knowledge is a necessary but
not a sufficient condition for use.
For the 30 countries repre-
sented in this graph, only
countries with high levels of
awareness have higher levels of
utilization among adolescents,
but a number of countries with
relatively high awareness do not
have high proportions of adoles-
cents using modern methods of
family planning.

= Access to modern contracep-
tives, measured by reported
proximity to a supply source, is
also positively related to contra-
ceptive use, though the relation-
ship is weaker than that be-
tween knowledge and use
(figure 22b). Colombia, Indone-
sia, and Brazil have relatively
good access and relatively high
prevalence among married ado-
lescents. Malawi is a country
with relatively poor access and
low prevalence. However, there
are also a number of countries

16 R-squared and the t-statistic for the
estimated coefficient of the knowledge-of-
source variable of an ordinary least-
squares regression line through the data
points shown in figure 22a are 0.41 and
4.4, respectively. If the natural logs of
knowledge and contraceptive use are sub-
stituted in order to linearize the relationship,
the fit is improved: R-squared and the t-sta-
tistic increase to 0.64 and 7.0, respectively.

Figure 22c.

Use of Contraception by Cost of Contraceptives

(41 countries)

Percent of married women ages 15-19
using a modern method
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with moderately high to high lev-
els of access as measured by
proximity, but low prevalence
(the Dominican Republic, for ex-
ample). Again, this is consistent
with our understanding of con-
traceptive use as a function of
both supply and demand fac-
tors.

= As expected, use of modern
contraception by married ado-
lescent women is inversely re-
lated to its cost in 41 countries
shown in figure 22c. However,
once again, the relationship
among countries is more convex
than linear, suggesting that cost
is not the only consideration un-
derlying contraceptive use
among married adolescents in
the developing world.

Taken together, these graphs imply
that access to family planning

methods may well be important, but
is not a sufficient explanation for
variation in prevalence levels
across countries.

There are other possible reasons
for not finding easily interpretable,
linear relationships between the
measures of access employed here
and levels of contraceptive use
among adolescent couples as well
(see, for example, Tsui 1991; Coch-
rane and Guilkey 1991; Casterline
1991). An obvious possibility is that
simple 2-way associations based
on aggregate level, cross-sectional
data are only imperfectly able to
capture relationships involving mo-
tivation as well as access and indi-
vidual-level decisions affecting the
beginning of childbearing and the
spacing of children during the teen-
age years (cf. Wilkinson 1991).
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Figure 23.

Trends in the Use of Contraceptive Methods by
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Trends in Contraceptive Use
Among Married Adolescents
Data from the World Fertility Sur-
veys conducted in the late 1970’s
and early 1980’s can be combined
with DHS data sets from the late
1980’s and early 1990’s to show
trends (figure 23). These data
show that contraceptive use among
married adolescents has increased
in most countries over the last

20 years.

There are exceptions. The Domini-
can Republic, Kenya, Mauritius,
and Senegal appear to have wit-
nessed recent declines in the use
of contraception among adoles-
cents. However, small apparent
decreases (or increases) in preva-
lence also may be at least partly
attributable to sampling error. And
the declines in prevalence in Kenya
and Senegal are the result of de-
creases in the less well-measured
use of traditional methods.

Comparison of WFS and DHS data
also provide some idea of regional
changes that have occurred in the
prevalence of modern methods of
family planning.1” The data sug-
gest that use of modern methods
by married adolescents has risen in
most, but not all, countries in the
three regions; specifically, in 3 of 6
Sub-Saharan African countries; in
7 of 8 Asian, Near East, and North
African countries; in 9 of 11 Latin
American and Caribbean countries.

17 Trends in the use of modern meth-
ods are shown because modern method
prevalence is arguably better measured
than levels and changes in levels of use of
nonmodern methods. Countries where
modern method prevalence has risen then
fallen, with the latest value greater than the
earliest shown, are counted as cases of
rising use here.
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In Asia, the Near East, and North
Africa, all countries surveyed had
an increase in overall use of family
planning. Most countries had in-
creases in the use of modern meth-
ods, particularly Bangladesh and
Thailand, where modern method
use more than doubled.

Most Latin American and Caribbe-
an countries also had increases in
both overall use and use of modern
methods. However, the Dominican
Republic, El Salvador, and Trinidad
and Tobago reported noticeable de-
clines in the use of modern meth-
ods by adolescents.

Table 7.

Contraceptive Use by
Unmarried Adolescents 18

Up to this point, the data presented
on contraceptive use have referred
to married women ages 15 to 19.

In many countries, sexual activity
prior to marriage is uncommon, and
so is the use of contraception.
However, in other countries, young
men and women are sexually ac-
tive prior to marriage, and un-
planned pregnhancy among young

18 The term “unmarried,” as used here,
follows definitions used in the surveys from
which the data are taken. It refers to
women not currently in union; i.e., neither
formally married nor living in union with
a man.

Contraceptive Use Among Married and Unmarried

Adolescents: Regional Means

Latin
Sub-Saharan America/
Africa Caribbean

(19 countries) (9 countries)

Contraceptive prevalence
(modern methods) among:

Married women ages 15-19 ....................
Unmarried women ages 15-19 .................

Percentage of users of contraception
(women ages 15-19) who are unmarried:

Allmethods .......................................
Modern methods .................................

Percentage of methods used by
women 15-19 that are modern:

Married women ...
Unmarriedwomen ...............................

3.0 3.7
25 0.8
59.0 21.2
57.4 19.9
44.8 65.2
42.9 95.6

Note: Values shown are simple means for countries for which data are available. Data on use of
contraceptives among currently married and all women ages 15-19 are available only for the Philip-
pines out of all DHS countries in Asia, the Near East, and North Africa.

unmarried women is a growing con-
cern among health workers.

Recognizing this, most of the Afri-
can and Latin American DHS sam-
ples have been designed to provide
information about all women rather
than ever-married women. The
collection of information on current
contraceptive use for all women, re-
gardless of their marital status, per-
mits a better description of contra-
ceptive use on the part of young
women for these countries. The
collection of information about
sexual activity among unmarried
teens as part of the same series of
surveys provides insight into the
contexts within which that use
takes place.

Data from 19 Sub-Saharan African
and 9 Latin American/Caribbean
DHS studies conducted in the late
1980’s and early 1990’s show that,
as would be expected, contracep-
tive prevalence is lower among un-
married teens than for married
women ages 15 to 19 (table 7, rows
1 and 2). Exposure to sexual inter-
course, pregnancy, and childbear-
ing is less for unmarried adoles-
cents than for women in union, and
this is reflected in the frequency of
contraceptive use. However, the
data also show that nearly 6 in 10
adolescent women in African coun-
tries and 2 in 10 adolescent women
in Latin America who use con-
traception are unmarried (table 7,
rows 3 and 4). In short, a substan-
tial proportion of adolescent users
of modern methods of family plan-
ning in Africa and Latin America,

at least, are unmarried.
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Figure 24.

Marital Status of Contraceptive Users Ages 15-19

(29 countries)
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Regional averages obscure the very
considerable country-to-country vari-
ation in these numbers. Country-
specific data presented in figure 24
draw attention to those countries
where unmarried adolescents repre-
sent a particularly sizeable part of all
adolescent users and where family
planning communication and deliv-
ery strategies, as well as other
outreach programs, should be de-
signed with this fact in mind. Figure
24 shows that for some African
countries — including Botswana, Ni-
geria, Namibia, Togo, Madagascar,
Senegal, and 6 others — over one-
half of all adolescent users are un-
married, whether all methods or just
modern methods are considered.
The Latin American and Caribbean
countries are clustered in the un-
der-50-percent-of-users range, but
even here as many as one-fourth

of teenage users of contraception
are unmarried.

Part of the explanation for country-
to-country variation in proportions of
adolescent contraceptive users who
are unmarried lies in variability in
the timing of first sexual intercourse
from one population to the next.
(The timing of first sexual inter-
course in a population is one of the
proximate determinants of fertility
listed in the framework set out in
figure 1, page 3). DHS data for 14
countries and 1 subnational region
(Northeast Brazil) help define popu-
lations of young adults exposed to
the risk of pregnancy prior to mar-
riage (figure 25). These data show
that modern method usage among
unmarried teenagers is closely
associated with premarital sexual
activity (measured in terms of dura-
tion rather than frequency, as me-
dian age at first intercourse minus
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median age at first marriage).
Though data relating to premarital
sexual activity may be subject to a
variety of kinds of reporting error,19
these data suggest that countries
where young women are sexually
active for longer periods of time
prior to marriage are also countries
where relatively high percentages
of adolescent users of modern
methods are unmarried (figure 25).

This correlation does not indicate
whether the need for contraception
among unmarried adolescents is
being met in these countries.

However, work recently completed
using DHS data from seven African
countries (Botswana, Ghana,
Liberia, Nigeria, Togo, Uganda, and
Zimbabwe) suggests that it may not
be: only 1 in 6 (ever) sexually active
unmarried teens in these countries
is currently using contraception,
and only 8 percent are using a
modern method of contraception.
(Figure 26 data are from Macro
International 1993a - 1993g.)

Unmet Need for
Family Planning

The term “unmet need for family
planning” refers to women at risk
who do not want additional children
or want to postpone their next birth
but are not presently using any

19 see, for example, the cautionary
statements to this effect from the 1988
Zimbabwe DHS or United Nations
(1989:44-54).

Figure 26.

Contraceptive Prevalence of Adolescent

Women by Marital Status for Seven

African Countries

35 Prevalence (modern methods)

Sexually active, unmarried
Currently married
All adolescents
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method of contraception.20 Even
where access to family planning in-
formation and services seems to be
fairly good, the maotivation to use
contraception effectively may be
weak, or women may face other
obstacles — related to the quality of
available care, for example — in
taking advantage of those services.
For whatever reasons, most age
groups in most populations include

20 Unmet need has been measured
from DHS data as the percentage of fe-
cund, nonpregnant, nonamenorrheic
women in union who, either for the last
pregnancy or for those within some defined
time frame, wanted to control their child-
bearing but were not practicing contracep-
tion (Westoff and Ochoa 1992:2-4). The
treatment of pregnant and amenorrheic
women has varied from report to report,
however. (See, for example, Westoff and
Ochoa 1992 and Philippines (NSO) and
Macro International 1994:76:fn. 1 and 2).
The figures shown in table 8 are taken from
the same table in each report and use the
same definition across age groups within
each country. Figures in column 2 (for
women ages 20 to 49) are weighted
means, based on age-specific total unmet
need (i.e., for spacing and for limiting)
weighted by numbers of currently married
women.

Nigeria Togo

Uganda Zimbabwe

a group of women who may be said
to have unmet need.

Data from Demographic and Health
Surveys fielded in the late 1980’s
and early 1990’s indicate that be-
tween 15 percent and about 45 per-
cent of currently married adolescent
women in each of the three regions
are classified as having unmet
need for contraception (appendix
table 19). These figures may be
considered lower bounds if some
additional need is attributed to
currently sexually active teens who
are not using contraception.?!

The implied number of married
adolescents with unmet need is in
itself a rather large figure. It repre-
sents approximately 3 million
women in need in Sub-Saharan

21 Unfortunately, the data required to
estimate this possible additional unmet
need -— tables showing currently sexually
active unmarried adolescents by use of
contraception -— have not been published
by Macro International.
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Figure 27.

Percent o f Currentl y Married Women Ages 15 to 19

With Unmet Need for Family Planning

Map not available at this time.
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Table 8.

Unmet Need of Adolescents and Older W omen for

Selected Countries

married women
ages 20-49 with

Percent of
married women
ages 15-19 with

Percent of

Country unmet need unmet need
Kenya ... 36.1 41.9
Cameroon ... 23.0 151
Philippines ... 26.1 315
Indonesia..................ooi 125 15.6
Dominican Republic ......................... 15.6 36.3
Colombia ... 15.4 15.0

Sources: Figures are from most recent DHS final reports. Figures for adolescent women are also

shown in appendix table 19.

Africa; 8.6 million women in Asia,
the Near East, and North Africa;
and over 1 million women in Latin
America and the Caribbean.?2

Most of the unmet need reported is
for spacing or postponement rather
than fertility limitation, since very
few couples in the age range 15-19
intend to stop family formation at
this age. (Country data on type of
unmet need are shown in appendix
table 19).

If absolute numbers of young,
married women with unmet need
are used as a guide, the region with
the highest unmet need is Asia, the

22 These figures are calculated by mul-
tiplying (1) unweighted mean regional per-
centages of unmet need for DHS countries
(from appendix table 19) by (2) numbers of
currently married women ages 15-19, taken
from the International Data Base of the
Bureau of the Census.

Near East, and North Africa, with its
8.6 million young women in need of
family planning services. If intensity
(or the proportion of women in indi-
vidual countries with unmet need) is
considered, then Sub-Saharan Afri-
ca, with four countries with 40 per-
cent or more of married adoles-
cents with unmet need and another
three countries with 30 percent or
more with unmet need has the
highest overall gap (figure 27).
Interestingly enough, the region of
greatest need, measured as the
proportion of countries with more
than 30 percent of couples
classified as having unmet need, is
Latin America and the Caribbean.
Six of the 10 countries from this
region in figure 27 have over

30 percent unmet need among
adolescents, compared with 2 to 4
countries out of 10 in the other

two regions.

Because patterns (and certainly the
absolute numbers of women with
unmet need) at other ages may be
quite different across regions, it
would be misleading to suggest, on
the basis of these data, that the re-
gion of greatest unmet need overall
is ANENA (or SSA or LAC). But
these data do indicate a serious
need among adolescent women in
all three regions. They further sug-
gest that the need among this age
group is somewhat more wide-
spread in the region with the high-
est contraceptive prevalence levels
(Latin America and the Caribbean).

Moreover, particularly in countries
where proportions of married
adolescents with unmet need are
highest, adolescent unmet need
may exceed that of older women
(table 8).

The pregnancies associated with
adolescent unmet need are high
risk pregnancies (in terms of both
maternal and infant health) as well
as being unplanned. For this rea-
son, perhaps even more than for
reasons having to do with the vari-
ous social disadvantages and soci-
etal costs of early childbearing, this
group of women should be consid-
ered in need of special attention as
governments of the developing
world consider their responses to
the reproductive health challenges
highlighted in Cairo.

From the Cairo Program of Action:

“All countries should, over the next several years, assess the extent of national unmet need for good-quality
family planning services and its integration in the reproductive health context, paying particular attention to the
most vulnerable and underserved groups in the population. All countries should take steps to meet the family-
planning needs of their populations as soon as possible and should, in all cases by the year 2015, seek to pro-
vide universal access to a full range of safe and reliable family-planning methods and to related reproductive
health services...” (section 7.16).
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Appendix.
Detailed Tables

Table 1.
Women by Selected Age Groups and Region: 1995 to 2020

(Midyear population in thousands)

Age group/region 1995 2000 2005 2010 2020
All Ages
WOrld .. 2,843,239 3,059,136 3,273,315 3,489,275 3,940,774
Sub-Saharan Africa . ... 295,140 339,971 388,885 442,020 572,003
Asia/Near East/North Africa . ..............coovin. 1,078,659 1,187,542 1,297,539 1,408,207 1,634,463
North Africa. . ......... . i 66,296 73,325 80,546 87,887 102,014
Asia, excluding Near East, China, and Japan .. .. 1,584,779 1,704,332 1,819,004 1,931,509 2,155,045
Near East ...t 74,207 85,250 97,170 110,103 138,880
Latin America and the Caribbean.................. 242,557 261,632 279,578 296,848 330,007
Remainingworld. . ......... ... ... 1,226,884 1,269,992 1,307,313 1,342,200 1,404,302
Asia: China (Mainland) and Japan.............. 646,623 675,366 699,181 721,293 761,477
Europe . ... .. 417,316 423,996 430,244 435,724 442,745
North America. ..........coiiviiiiin . 148,974 155,721 162,109 168,564 181,838
OCEaANIA . .ottt 13,971 14,908 15,779 16,619 18,242
15 to 49 Years
World .. ... 1,451,694 1,571,935 1,683,533 1,783,048 1,943,187
Sub-Saharan Africa ... 132,481 153,317 177,760 206,141 280,136
Asia/Near East/North Africa....................... 547,200 615,812 680,332 740,277 848,182
North Africa. ... 32,774 38,260 43,047 47,270 54,697
Asia, excluding Near East, China, and Japan . ... 840,112 911,070 975,116 1,029,755 1,088,422
Near East ......... ..o 35,007 41,013 47,467 54,534 69,241
Latin America and the Caribbean.................. 126,990 139,630 150,474 159,099 171,052
Remainingworld. ........... ... ... ... L 645,024 663,176 674,967 677,531 643,816
Asia: China (Mainland) and Japan.............. 360,693 374,532 385,298 391,282 364,178
EUIOPE . .o 201,261 203,517 203,232 199,365 191,414
North America. ..., 75,902 77,616 78,589 78,751 79,630
(@ o7 o - U 7,168 7,512 7,848 8,133 8,594
15 to 19 Years
World .. 253,809 273,194 295,013 300,826 315,393
Sub-Saharan Africa . ... 30,985 36,397 42,718 49,422 62,351
Asia/Near East/North Africa....................... 108,346 119,976 127,132 134,652 144,388
North Africa. .......... ... .. 7,175 8,408 8,312 8,441 9,046
Asia, excluding Near East, China, and Japan .. .. 93,563 102,809 108,834 114,998 166,522
Near East ... 7,609 8,758 9,986 11,212 13,418
Latin America and the Caribbean.................. 24,666 25,703 26,381 26,153 25,984
Remainingworld. ........... ... ... . L 89,812 91,119 98,782 90,599 82,670
Asia: China (Mainland) and Japan.............. 51,169 51,157 58,041 51,196 44,599
EUrope . ... 27,824 28,217 28,287 26,490 25,506
North America. . ... 9,717 10,603 11,232 11,658 11,292
OCBaANIA . .ottt 1,102 1,142 1,222 1,256 1,274

Source: U.S. Bureau of the Census, International Data Base.



Table 2.
Fertility of Women Ages 15 to 19 by Region: 1995 to 2020

Annual births per 1,000 women

Region

1995 2000 2005 2010 2020

World ..o 60 56 53 52 48
Sub-Saharan Africa . ... 143 132 121 110 87
Asia/Near East/North Africa....................... 66 58 54 50 45
North Africa. ... 54 49 46 44 41
Asia, excluding Near East, China, and Japan .. .. 66 57 53 49 44
Near East .........c.coiiiiiiiiii i 79 72 70 67 60
Latin America/Caribbean. ......................... 60 52 46 43 38
Remainingworld. . ......... ... .. ..o 25 25 24 25 25
Asia: China (Mainland) and Japan.............. 14 13 13 14 13
Europe ... ..o 34 34 33 31 31
North America............. ..., 55 56 56 58 59
OcCeaANIA . . oottt 39 37 34 32 30

Births (in thousands)
World ... 15,313 15,295 15,591 15,569 15,029
Sub-Saharan Africa . ... 4,416 4,797 5,169 5,423 5,403
Asia/Near East/North Africa....................... 7,180 6,901 6,822 6,789 6,550
North Africa. ... 385 415 385 372 370
Asia, excluding Near East, China, and Japan . ... 6,195 5,853 5,740 5,662 5,379
Near East ...t 600 633 696 754 802
Latin America/Caribbean. ......................... 1,482 1,334 1,224 1,116 977
Remainingworld. ................................ 2,234 2,264 2,377 2,241 2,098
Asia: China (Mainland) and Japan.............. 705 664 757 693 596
BUIOPE .« 952 963 945 833 798
North America. ..........cooiviiiiiin . 535 595 633 675 665
Oceania . ..oovi it 43 42 42 41 38
Births to adolescents as a percentage of all births

World ... 11 11 11 11 10
Sub-Saharan Africa ............ ..o 17 17 17 17 14
Asia/Near East/North Africa....................... 11 11 10 10 10
North Africa. . ... i 10 11 10 9 9
Asia, excluding Near East, China, and Japan . ... 11 11 10 10 9
Near East ........ ... 12 11 12 12 11
Latin America/Caribbean. ......................... 13 12 11 10 9
Remainingworld. . ............... .. ... ... 6 6 7 7 6
Asia: China (Mainland) and Japan.............. 3 3 4 4 3
Europe ... 9 9 9 8 8
North America. ..., 12 14 15 15 14
OcCeaANIA . .ottt 8 8 8 8 7

Source: U.S. Bureau of the Census, International Data Base.



